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Abstract 
 Human Immunodeficiency Virus infection (HIV) has reached alarming proportions in the 
African American or black population.  According to the Centers for Disease Control and 
Prevention (CDC), HIV has affected African American men, women, and children at a much 
higher rate than any other racial or ethnic population and continues to be a serious public health 
threat (Fact Sheet:  HIV/AIDS Among African Americans, 2009).
 
   
The combinations of factors contributing to this health disparity are complex.  Social 
determinants such as poverty, unemployment and underemployment, and lack of access to health 
care and treatment all contribute to the problem.  Problems unique to minorities, especially 
African Americans, include historical and current racism and discrimination, high rates of illicit 
drug use, incarceration, the dynamics of sexual networks, and stigma related to HIV diagnoses.   
In order to address this problem, public health leaders will need to collaborate with 
leaders in African American communities to design HIV prevention initiatives that involve 
strategies which are culturally acceptable and effective for this population.  The interventions 
need to go beyond individual level interventions, and will need to address the societal and 
structural factors that exacerbate this disease.      
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Introduction 
In 1981, the first case of Acquired Immunodeficiency Syndrome (AIDS) was reported to 
the CDC after several clusters of homosexual men were diagnosed with pneumonia caused by 
Pneumocystis carinii, an extremely rare opportunistic infection generally found in people with a 
weakened immune system (Global HIV/AIDS Timeline, 2007, Wener, 2007).  Between 1983 
and 1984, researchers in France and the United States discovered that the human 
immunodeficiency virus (HIV) was determined to be the causative agent of AIDS (Global 
HIV/AIDS Timeline, 2007).  According to Clutterbuck (2004), HIV causes a ―progressive 
deterioration of the immune system which renders the infected person highly susceptible to 
illnesses‖ (p. 227).   It is transmitted in only three different ways:  1) sexual contact (about 75% 
of all infections), 2) blood (sharing injecting drug paraphernalia, healthcare occupation exposure, 
and rarely blood transfusion), and 3) vertically from mother to child (during pregnancy, delivery, 
or by breastfeeding (Stanberry & Bernstein, 2000).   
Left untreated, the course of infection can be divided into three phases.  The first phase is 
the acute phase and approximately on half of all patients display symptoms during this phase.  
Symptoms generally begin one to three weeks post infection and may include muscle ache, sore 
throat, fever, swollen lymph nodes, rash, esophageal and anal canal ulcers, central nervous 
system disorders, and gastrointestinal problems primarily diarrhea.  Unfortunately, these 
symptoms are typical of many other acute viral infections which may lead providers to miss the 
possible connection with HIV.  These symptoms generally subside within several weeks.  During 
the acute stage, the virus infects the patient‘s immune cells: CD4 Cells, T-Cells, and some 
macrophages and replicates causing significant viremia rendering the patient very infectious 
even if he doesn‘t display symptoms.  The next stage is a largely asymptomatic phase lasting a 
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HIV Diagnoses in 2007 
(HIV/AIDS among African Americans Fact Sheet, 2009) 
 
 
year to more than a decade.  During this time the levels of CD4 cells begin to decline but the 
patient shows no symptoms.  Because the asymptomatic stage is so long, the patient could 
unknowingly pass the virus on to his partners if he is unaware of his serostatus (Ambroziak & 
Levy, 1999, p. 253).  The final, stage usually begins five to eight years after initial infection.  
The patient‘s immune system has deteriorated making him susceptible to opportunistic and 
community acquired infections and malignancies, followed by death (Ambroziak et al., 1999, p. 
253; Clutterbuck, 2004, p. 229).  If an infected individual receives treatment and care early in the 
early stages of infection, he or she can expect to live a much longer and more productive life.   
HIV is a severe public health problem, especially in the African American population 
(HIV/AIDS among African Americans Fact Sheet, 2009).  According to the Centers for Disease 
Control and Prevention (CDC), ―Of all racial and ethnic groups in the United States, HIV and 
AIDS have hit African 
Americans the hardest‖ 
(HIV/AIDS and African 
Americans, 2007).   
According to the 
CDC, African Americans 
constitute 13% of the 
United States population, 
yet accounted for 51% of 
the 42, 495 new HIV 
diagnoses in 2007 in the 34 
states with long-term, 
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confidential name-based HIV reporting   This is a diagnosis rate of 76.7 per 100,000 population.   
Prevalence of HIV infection is the African American Community is also very high with 48% of 
the 551,932 people living with HIV/AIDS in the 34 states with long-term, confidential name-
based HIV reporting are African American (HIV/AIDS among African Americans Fact Sheet, 
2009).   
Methods 
 A literature review was performed of current scientific publications to determine possible 
theories about why HIV rates are higher in the African American population.  Some articles 
discussed social and economic issues related to sexually transmitted diseases and not specifically 
HIV.  However, since HIV is sexually transmitted and the information was relevant, it was 
included.   
Results 
 There are different perspectives that have been used to account for the differences of 
HIV rates in the African American Community.  One theory is based on the idea of biomedical 
individualism.  Aral (2002) describes the biomedical individualism theory as the ―population as a 
whole is reflective of individual cases rather than considering social determinants of the disease‖ 
(p. 2).   Under the assumption of this theory the cause of the disease is based solely on an 
individual‘s characteristics or behaviors and the disease causing agent itself.  It addresses 
individual behaviors such as partner selection, drug and alcohol use, sexual practices, and 
condom use.  (Poundstone, Strathdee, and Celentano, 2004, p. 24).  However, Fee and Krieger 
(1993) point out that the theoretical framework of biomedical individualism ―doesn‘t account for 
many individually uncontrollable situations of unequal power such that may be found in sexual 
relationships, nor does it address social inequalities such as a lack of access to health care.  When 
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working under the assumption of biomedical individualism, the only possible preventive action 
is that which can be implemented individually.‖  (Fee & Krieger, 1993, pp. 1481-1482).  
A second theory is the idea of social epidemiology.  Poundstone, et al. (2004) defines 
social epidemiology as the‖ study of the distribution of health outcomes and their social 
determinants‖ (p. 22).   From the social epidemiological perspective an individual can be more 
vulnerable to HIV, not just from individual actions but also through social and structural 
characteristics (p. 22).  Social and structural characteristics may include racism, discrimination, 
illicit drug use, incarceration rates, sexual networks, stigma, poverty, unemployment and 
underemployment, and lack of access to health care.    According to Adimora and Shoenbach 
(2002) preventive action can be achieved through a combination of both individual intervention 
and by changing the social context that leads to these disparities (pp. 710-711).   
A combination of biomedical individualism and social epidemiology have likely led to 
the current HIV rates in African Americans.  Individual, social and structural factors including 
race or ethnicity, gender, geographic location, sexual orientation, income, lack of education, 
poverty, unequal access to healthcare, housing, neighborhood quality, government services, and 
political power all contribute to this disparity  (Disparities in HIV/AIDS, Viral Hepatitis, STDs, 
and TB, 2009; Adimora et al., 2002, p. 709).      
Race 
Although it appears to be so, race is not a risk factor for HIV.   It is rather ―a marker to 
monitor disease trends in the population‖ (Health disparities and trends in HIV/STD, 2004, p. 1) 
and is associated with ―fundamental determinants of health such as poverty and seeking 
healthcare‖ (Fenton & Nicoll, 1997, p. 1703).  There is no known biological difference in 
African Americans and other racial or ethnic minorities that are known to be responsible for an 
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increased risk of HIV  (Fenton et al., 1997, p. 1703; Thomas & Thomas, 1999, p. 1076 ).  
According to Hogben and Leichliter (2008) ―national data reveal little difference in the sexual 
behaviors of white and black women aged 15 to 44 years in the United States.   In 2002, the 
median number of lifetime sex partners for white women was 3.6 (10.2% have had 15 or more 
sex partners), compared with 4.1 (8.8%) for black women‖ (p. S13).   According to Wolfe (2003) 
and Thomas et al. (1999), people often choose partners who are in close proximity and are of the 
same race as themselves, and since there is a higher prevalence of HIV in the African American 
community, even unprotected sex with fewer high risk partners can be just a risky as having a 
large number of different sexual partners (Wolfe, 2003, p. 847; Thomas et al., 1999, p. 1082).  
This high prevalence of HIV in the African American population leads one to assume that race is 
a risk factor when it is really not.   (See also:  Sexual Networks.)   
Racism 
 Despite major societal changes, the lingering effects of racism and racial discrimination 
still exist today.  According to Kloniff and Landrine (1999), African Americans still experience 
discrimination today in face to face interactions, housing, employment, and health and social 
services (p. 451).   
According to Jones (2001) there are three types of racism that can impact health:  
personally mediated, institutionalized, and internalized.  Personally mediated racism is what first 
comes to mind when one thinks of racism.  It is defined as ―prejudice and discrimination, where 
prejudice is differential assumptions about the abilities, motives, and intents of others by race, 
and discrimination is differential actions towards others by race‖ (p. 300.)  It can be manifested 
as a lack of respect, suspicion, devaluation, scapegoating, and dehumanization and can be 
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intentional or unintentional.  Personally mediated racism can fuel both institutional racism and 
internalized racism.   
Institutional racism is ―differential access to the goods, services, and opportunities of 
society by race‖ (Jones, 2001, p. 300).  Historically this was due to custom, practice, and law and 
is the cause of the association between race and social class.  While laws allowing for 
discrimination no longer exist, residual discriminatory customs do still occur to some extent.  
Institutional racism has prevented many African Americans from receiving quality education, 
sound housing, gainful employment, access to medical care, clean environment, access to power 
in the form of information resources and voice (Jones, 2001, p. 300).  These social and 
environmental factors can affect how people choose partners and the ability to receive preventive 
and regular health care. (See also Access to Quality Healthcare, 
Unemployment/Underemployment, Marriage Rates, Segregation, Social and Sexual Networks, 
Access to Quality Healthcare.)   
Internalized racism is ―acceptance by members of the stigmatized races of negative 
messages about their own abilities and intrinsic worth‖ (Jones, 2001, p. 300).  It can be 
manifested as self-devaluation, resignation, helplessness, and hopelessness.  This despair can 
lead to individuals adopting unhealthy and risky behaviors such as unsafe sexual practices and 
illicit drug use
 
(Jones, 2001, p. 300).  This, of course, not only fuels the HIV epidemic, but also 
reinforces negative stereotypes of crime and promiscuity which results in a recurring pattern of 
racism and discrimination (Thomas et al., 1999, p. 1082). (See also Illicit Drug Use.) 
Gender 
The cultural aspect of gender does appear to offer unique risk factors for HIV infection.  
According to the CDC, in 2007 the HIV prevalence rate in African American men was 2,388 per 
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100,000 population which is six times the prevalence rate for Caucasian or white men. 
(HIV/AIDS and African Americans, 2007).   The most common risk factors are having 
unprotected sex with another man who has HIV, sharing injection drug paraphernalia with an 
infected partner, and having unprotected sex with a woman who has HIV. (HIV/AIDS and 
African Americans, 2007.)  Wolf (2003) also notes that the phenomenon of hypermasculinity in 
African American males caused by the ―effects of racism and the ways it has made it more 
difficult for African-American males to achieve a masculine self-identity through the 
conventional routes of work and the assumption of family responsibilities‖ (p. 848).  
Hypermasculinity is thought to cause overcompensation manifesting itself in aggressive behavior 
and sexual conquests explaining the African American tendency to have multiple sexual 
partners.  It also could explain an aversion to condoms as ―condom use is often viewed by some 
African American males as undermining their masculinity or virility‖ (Wolfe, 2003, p. 848.)    
In 2007, the HIV incidence rate for African American females was 14.7 times the rate for 
Caucasian females.  Often women are unaware of their partner‘s risk factors which contributes to 
the fact that the most common type of transmission high risk sexual contact which accounted for 
80% of all new infections  (Health Disparities in HIV/AIDS, Viral Hepatitis, STDs, and TB:  
African Americans, 2009).  African American women are ―nearly four times more likely than 
Caucasian women to acquire HIV through heterosexual transmission‖ (Wolfe, 2003, p. 847).  
The reasons for this disparity are numerous with the most common being having unprotected sex 
with a man who has HIV and sharing injection drug paraphernalia with someone who has HIV 
(HIV/AIDS and African Americans, 2007).   The presence of vaginal infections such as bacterial 
vaginosis and other sexually transmitted diseases such as syphilis, gonorrhea, chlamydia, and 
herpes can make women more susceptible to HIV infection. (Adimora, Schoenbach, & Doherty, 
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2006, p. S39; Thomas & Sampson, 2005, p. S55; Ambroziak et al., 1999, p. 252).  This increased 
susceptibility is caused by damage to the vaginal epithelium and an increase of inflammatory 
cells (Ambroziak et al., 1999, p. 252).   Unfortunately as Thomas et al. (2005) note, bacterial 
STD rates are highest in African American men compared to other racial and ethnic groups.  
―The national rates of syphilis and gonorrhea among African American men in 1999 were 30 and 
47 times, respectively, the rates among white men‖  (Thomas et al., 2005, p. S55).    Studies 
show that African Americans tend to choose African American partners more than any other race 
(Hogben et al., 2008, p. S14; Adimora et al., 2006, p. S40) and this factor increases women‘s 
chances of coming into contact with these bacterial infections which increases her risk factors for 
HIV.    
According to Adimora, et al. (2006) African American women, especially those who are 
poor or uneducated, experience gender inequality often believing that they are dependent on a 
man. Due to social forces such as illicit drug use, incarceration rates, and high mortality, there is 
an imbalance in the male to female ratio, meaning that there are far more women than available 
men.  This puts women at an extreme disadvantage for “negotiating and maintaining 
monogamous relationships” (p. S43).  Thomas, et al. (1999) state that men are “more likely to 
engage in sexual relatiohsips outside of their primary one with the confidecence that their 
primary partner won’t terminate the relationship because primary relationships are so hard for 
women to come by”   (p. 1081).  Because of this, men have significantly more power than 
women.  This could affect not only the sexual behavior that a woman is willing to tolerate but 
also how she may be discouraged to protect herself.  For example, “a woman may not insist that 
her partner wear a condom for fear that he might be offended that she doesn’t trust him or that he 
may leave her for someone who did not insist on condoms” (Thomas et al., 1999, p. 1081; 
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Thomas et al., 2005, p. S58).  (See Marriage Rates, Illicit Drug Use, Incarceration Rates, Social 
and Sexual Networks.) 
Access to Quality Health Care     
 A lack of access to quality healthcare is another factor that has lead to the disparity in 
HIV rates in African Americans.  People lacking access to healthcare generally do not receive 
preventive medical care and HIV/STD prevention education, and they tend to delay care when 
they become sick.  According to Hlaing and McCoy (2008), after patients are diagnosed with 
HIV, African Americans and Hispanics take a longer period of time to seek care after HIV 
diagnosis than Caucasians.  (p. 2) This not only leads to poorer outcomes and higher death rates, 
but also any delay in care increases the likelihood of transmission to others.  (Hlaing et al., 2008, 
p. 2; Thomas et al., 1999, p. 1080).  There are many HIV positive individuals who are not 
benefitting from HIV treatment regimens or clinical studies either because they either receive 
substandard care or forgo medical care completely. (Hlaing et al., 2008, p. 3; HIV infection in 
minority populations, 2005).  This also leads to poorer outcomes, shorter survival times, and an 
increased likelihood of transmitting HIV to others.  
According to Parish and Kent (2008), poverty is the most important factor that prevents 
individuals from seeking healthcare (S20).  The rates of  poverty are significantly higher among 
African Americans than Caucasions. According to the U.S. Census, 24.7% or 9.4 million African 
Americans live in poverty.  This is compared to 8.6% or 17 million Caucasions who live in 
poverty.  (DeNavas-Walt, Proctor, & Smith, 2009, p. 13.)   According to Parrish, et al. ―poverty 
acts as a barrier to healthcare access because of the inability to pay for health services or to 
afford health insurance‖  (p. S20).  People with lower incomes are less likely to have jobs that 
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provide health insurance, and may lack phones or transportation needed to make and meet 
apointments. (Parrish et al., p. S20   
There is a problem with the general lack of healthcare providers in both rural areas and 
poor urban neighborhoods.  According to Parrish et al. (2008), ―patients report that distance to 
care is key‖ and that ―both adults and adolescents cite the importance of a facility that is close by 
and easy to get to by bus or walking‖ (p. S20).   Limited hours of operation and long wait times 
where patients may leave before being seen are also problematic.  A person may not be able to 
afford to leave and hourly paid job to attend a clinic with no evening or weekend hours. (Parrish 
et al., 2008, p. S20; Thomas et al., 1999, p. 1080).  
 According to the U.S. Census, 19.1% of African Americans lack health insurance 
compared to 10.4% of Caucasians. (DeNavas-Walt et al., 2009, p. 23)  A lack of health insurance 
often prevents individuals from seeking and receiving preventive health care where HIV testing 
and prevention education could be addressed.   Being poor also may make it difficult to secure 
medical appointments if the person can not afford a phone, and may make it difficult to get to 
appointments if the person does not have transportation.  (Parrish et al., 2008, p. S20)   
The lack of culturally competant healthcare is also a problem.  According to Terry Cross, 
―Cultural competence is a set of congruent behaviors, attitudes, and policies that come together 
in a system, agency, or amongst professionals and enables that system, agency, or those 
professionals to work effectively in cross-cultural situations.‖ (National Minority AIDS 
Education and Training Center Website).  Often medical professionals unknowingly harber their 
own prejudices and biases that hinder their ability to provide culturally competant care.  For 
example, physicians often perceive African Americans as less educated, less intelligent and less 
pleasant, and this perception influences their expectations of these patients to engage in risk 
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behavior and follow advice.‖  (BESAFE: A Model for Providing Culturally Appropriate Care for 
Healthcare Professionals, 2007).  According to Valentine, these prejudices and biases can lead to 
differences in the healthcare experience and treatment compared to Caucasians.  (Valentine, 
2008, p. S24) 
Mistrust of the medical community is also a significant problem which may make 
African Americans reluctant to seek care.  (National Minority AIDS Education Training Center, 
2007).   According to Thomas et al. (1999), ―low income minorities may also hesitate to go to 
the clinic because they do not feel understood by the middle class white staff.‖  (p. 1080).  
According to Valentine (2008), ―patients from minority groups perceive higher levels of racial 
discrimination in health care settings compared with whites‖ (p. S24).  This can discourage 
people from seeking care.  According to Kloniff et al., historical discrimination and human rights 
abuses such as slavery and the Tuskegee syphilis studies have also caused blacks to be distrustful 
of HIV/AIDS information and intervention.  Some beliefs that exist in portions of the African 
American community include that blood tests and blood donation are a plot of the United States 
Government to infect African Americans with HIV, that AZT (a medication used to treat HIV) is 
a poison designed to execute African Americans, and that needle exchange programs are an 
effort to promote substance abuse (Kloniff et al., 1999, pp. 451-452).   
Unemployment/Underemployment 
 
African Americans experience significantly higher rates of unemployment compared to 
Caucasians.  According to the United States Department of Labor, as of February 5, 2010, 16.5% 
of African Americans were unemployed compared to 8.7% of Caucasians.  (Economic News 
Release, 2010).  According to Adimora et al. (2006), for those who are seeking employment, 
African Americans believe that employment agencies steer African Americans to lower wage 
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blue collar rather than white coller jobs and that companies practice preferential hiring and 
promotion opportunities in favor of Caucasions (p. S43).  This is unfortunate because blue collar 
jobs typically pay less, often significantly less, than white collar jobs thus increasing the 
likelihood of poverty.  In additon many blue collar jobs do not offer health insurance.  This limits 
or eliminates healthcare options, including preventive care, for those who can not afford to buy 
their own health insurance.  Poverty resulting from this unemployment/underemployment can 
also limit college educational opportunities that would be beneficial in acquiring better paying 
jobs.  (See also Racism, Access to Quality Health Care) 
Marriage Rates 
There is also a link between poverty and unemployment and marital instability as it 
works against the initiation and maintenance of long term marital relationships.  Chronically high 
unemployment rates among African American men has led lower rates of marriage. (Thomas et 
al., 1999, p. 1080; Adimora et al., 2002, p. 709).  Being unemployed and thus financially 
incapable of supporting a family may make unemployed African American men less appealing 
as husbands which has lead to an increase of African American single mothers and heads of 
households  (Adimora et al., 2002, p. 710).  Acccording to Thomas et al. (2005), ―one of the 
most consistent predictors of high rates of sexually transmitted diseases in county-level studies is 
the proportion of female-headed households‖ (p. S58). 
Adults who are not married are more likely to have multiple sexual partners thus 
increasing their risk of infections (Thomas et al., 1999, p. 1080; Adimora et al., 2002, p. 710).  
Unfortunately, according to the 1995 National Survey of Family Growth, 54% of Caucasions are 
married compared to 26% of African Americans (Adimora et al., 2002, p. 709).  While married 
people are less likely to have more than one partner, they are still at risk if the partner is not 
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monogamous (Adimora et al., 2002, p. 709).  According to the 1995 National Survey of Family 
Growth, only 4% of married women of all races had more than one concurrent partner and it is 
very difficult to ―propagate an epidemic‖ through a monogamous relationship (Adimora et al., 
2002, p. 709).  (See Unemployment/Underemployment, Social and Sexual Networks.) 
Illicit Drug Use  
 Illicit drug use, including crack, cocaine, and heroin, in addition to the practice of binge 
consumption of alcohol is one of the traditional risk factors for HIV infection (Doherty, 
Shoenbach, & Adimora, 1999, p. 115), and people who use and abuse drugs are statistically more 
likely to be infected with sexually transmitted diseases, including HIV (Stanberry and Bernstein, 
2000, p. 129).  According to Hogben and Leichliter (2008), ―communities consisting of poor 
persons of minority races/ethnicities are hit hardest by the crack epidemic—socially, legally, and 
demographically‖ (p. S15).  By 2001, 16.6% of black men had been incarcerated on drug related 
activities (p. S15).  Drug use  is asscoiated with ―health compromising behaviors‖ (Stanberry et 
al., p. 129) as people are ―more likely to engage in unprotected sex under the influence of illegal 
drugs and/or alcohol‖ (HIV/AIDS among African Americans Fact Sheet, 2009).  Drug use is 
associated with earlier ages of sexual initiation, greater number of partners, riskier partners, lack 
of condom use, and often is associated with the exchange of sex for drugs or money.  Unsafe 
sexual practices combined with the potential blood borne exposure often associated with sharing 
of injection drug paraphernalia greatly increase the risk of HIV infection.  (See also 
Incarceration Rates). 
Incarceration Rates 
Social disorganization due to individuals both those entering and leaving incarceration is 
very damaging to a community.  According to Thomas et al. (2005), ―socially disorganized 
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groups are unable to ‗self-regulate‘ meaning they cannot agree on and enforce a code of norms 
and values‖ (p. S59).  The residential mobility of those entering and leaving the penal system and 
the lack of integration of those in this transition lends itself to a lack of community cohesiveness 
limiting their ability to work together towards a common goal.  Social norms and values such as 
those related to crime and sexual relationships are impossible to develop or enforce.  (Thomas et 
al., 2005, p. S59) 
 African Americans only constitute 13% of the US population but in 2005, of the 
2.2 million people were in jail, 40% were black (Hogben et al., 2008, pp S15-S16, (HIV/AIDS 
among African Americans Fact Sheet, 2009).  More than 1 in 4 African American men are 
incarcerated during their lifetime. On any one day, nearly 1 in 3 (32.2%) African American men 
aged 20–29 years is either in prison or jail or on probation or parole.  This is largely due to 
America‘s ―War on Drugs‖ in response to the crack epidemic of the 1980‘s and 1990‘s (Hogben 
et al., 2008, S15; Adimora et al., 2002, p. 710). African American men have disproportionately 
high rates of incarceration as men are incarcerated at a rate that is approximately ten times higher 
than women, and African American individuals are incarcerated at a rate that is approximately 
six times that of white individuals (Thomas et al., 2005, p. S55).  High incarceration rates in the 
African American male population has very negative consequences when it comes to HIV 
infection as it disrupts the male to female ratio and causes social disorganization.  
Segregation 
Even though legal segregation ended with the Civil Rights Act of 1965, the lingering 
effects are still readily apparent today (Hogben et al., 2008, p. S14; Thomas et al. 1999, p. 1079). 
Many neighborhoods are segregated by default due to limited housing options as it is difficult to 
aquire a mortgage or even relocate if one is poor.  (Adimora et al., 2006, p. S43).  According to 
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Echenique and Fryer (2005), ―more than 60% of the blocks (one block consists of approximately 
300 households) in all states contain households of only one race and for half the states, 80% or 
more of the blocks contain only one race‖  (Echenique and Fryer, 2005, p. 28, Hogben et al., 
2008, p. S14).  Further according to the 2000 Census, ―residential segregation was higher for 
African Americans that for all other groups.‖  (Iceland, Weinberg, Steinmetz, 2002, p. 3).   
Poundstone, et al, describes how segregation can cause ―neighborhood effects.‖  Neighborhood 
effects can be direct or indirect.  Direct mechanisms ―are those that increase the likelihood of a 
person coming into contact with someone who is HIV positive and include residential 
segregation and social isolation of marginalized populations.‖  Indirect mechanisms ―are those 
that increase population vulnerability to HIV/AIDS and include exposure to poor socioeconomic 
conditions, high unemployment, and proliferations of illicit drug markets‖ all of which are 
prevalent in the African American community.  (Poundstone, et al, 2004, p. 25).        
Studies show that people generally choose friends and sexual partners from their own 
neighborhoods and that African Americans tend to choose members of their own race as  
partners more than any other race (Hogben et al., 2008, p. S14; Adimora et al., 2006, p. S40).  
This is problematic because the prevalence of HIV is so high in the African American 
community.  A person has a much higher chance of selecting a partner who is HIV positive than 
they would if the prevalence of illness was lower.  (See Racism, Access to Quality Health Care, 
Social/Sexual Networks, Unemployment/Underemployment.) 
Social/Sexual Networks 
Physical proximity and shared experiences such as ―racism, discrimination, limited 
employment opportunities, and poverty often promote social and sexual networks.‖ (Aral, 2002, 
p. 3)  These networks influence people‘s lives in many ways:  social influence, social 
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engagement and participation, prevalence of infectious disease and network member mixing, 
access to material goods and informational resources, and social support. (Poundstone, et. al., 
2004, p. 24)    According to Hogben et al. (2008), people who live in close proximity to one 
another (see Segregation) often form relationships or networks which could explain why 
geographic clusters of diseases are observed (Hogben et al., 2008, p.  S16).  According to 
Adimora et al (2002), ―high prevalence of infection in the pool of partners more important than 
individual number of partners (Adimora et al., 2002, p. 708) and ―patterns of population 
exposure determine population health‖ (Adimora et al., 2006, p. S39).  According to Dr. Sevgi 
O. Aral, ―a white person needs to engage in high-risk behavior to acquire an STD; for a black 
person low-risk behavior is sufficient because prevalence is so high‖ (Aral, 2007, p. 10). 
 Typically people form partnerships with those who have similar risks for sexually 
transmitted diseases.  This is known as assortive mixing (Doherty et al.,1999, p. 114). Lower risk 
individuals form relationships with lower risk individuals and higher risk individuals (injection 
drug users, those who exchange sex for drugs or money, etc) tend to form relationships with 
other higher risk individuals.  Unfortunately, this pattern is disrupted when there is a disruption 
in the male to female ratio as is often seen in the African American population.  African 
American males experience a higher rates of drug addiction, mortality due to disease and 
violence and as discussed earlier, have a very high rate of incarceration which leads to a 
deficiency in the number of available male partners  (Doherty et al., 1999, p. 115).   This leads to 
what to what is known as disassortive or discordant mixing where partnerships form between 
higher and lower risk people (Doherty et al., 1999, p. 118).   The higher risk individuals are 
know as the “core group”.  Poundstone et al. (2004) describe the core group as “a small group of 
disease transmitters responsible for a large proportion of cases” (p. 24).  Doherty et al., (1999) 
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further expound on this idea that the core group has frequent sexual contact with those who have 
fewer partners.  “Discordant mixing facilitates transmission between subgroups with different 
risks or disease prevalence. Discordant mixing in combination with high concurrency levels 
work synergistically to spread disease faster throughout the entire population” (p. 119). 
Adimora et al (2006) define concurrent partnerships as “multiple simultaneous sexual 
relationships or sexual relationships that overlap in time.” (p. S39).  Compared with serial 
monogamous partnerships where one relationships ends before another begins, concurrent 
partnerships increase the rate of infectious diseases transmission because if one partner becomes 
infected, he or she could pass the infecction to the third partner without the delay of ending the 
first relationship.  (Adimora et al., 2006, p. S39; Doherty et al., 1999, p. 119).    According to the 
1994 National Health and Social Life Survey, concurrent partnerships are more common among 
African Americans than Caucasions and are more common among men than women.  Thirty one 
percent of African American men reported concurrent partnerships compared with 23% of 
Hispanic men, and 13% of Caucasion men.  Twelve percent of African American women 
reported concurrent partnerships compared with 9% of Hispanic women and 6% of Caucasion 
women (Adimora et al., 2002, p. 708).   Therefore compared to  Caucasions “African Americans 
who reported only one sex partner in the past year which would indicate a low risk of STD’s, 
were five times as likely as Caucasions to have a sex partner who had had at least four partners 
in the same time frame which significantly increases their risk (Adimora et al., 2006, p.S40; 
Doherty et al., 1999, p. 119). 
Stigma   
 According to the Centers for Disease Control and Prevention stigma is ―a negative social 
lable that identifies people as deviant.‖  (HIV/AIDS Among African Americas Fact Sheet, 2009).  
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Valentine (2008) more specifically defines stigma as ―an attribute or label that sets a person apart 
from others, links the labeled person to undesirable characteristics, and represents socially shared 
knowledge understood even by the targets of the stigma (p. S24).  Valentine further asserts that 
there are two types of stigma:  ―enacted stigma (when people are considered to be morally, 
socially, racially, or physically tainted are discriminated against by ‗normal‘ people) and felt 
stigma (the fear or experience of this type of discrimination)‖ (p. S24).  Stigma can be 
experienced in many ways:  shame, emotional distress, societal discrimination, labeling, 
stereotyping, seperation, and even economic hardships on individuals and communities (National 
Minority AIDS Education Training Center Website, 2007; Poundstone et al., 2004, p. 28; 
Valentine, 2008, p. S24).   The fear of stigmatization is so great, in fact that people often will 
avoid being tested for HIV, and continue and hide their high risk behavior from their partners, 
providers, and researchers.without knowing their status.  (HIV/AIDS Among African Americans, 
2009;  Ford, Whetten, Hall, Kaufman, Thrasher, 2007, p. 212 ).      
Recomendations 
 The Centers for Disease Control and Preention have a number of programs and initiatives 
underway to decrease HIV rates in the African American population.  National efforts include: 
1. ―Expanding the reach of prevention services, including ensuring that federal prevention 
resources are expended where the need is greatest;  
2. Increasing opportunities for diagnosing and treating HIV, including encouraging more 
blacks to know their HIV serostatus; 
3. Developing new, effective, prevention interventions, including behavioral, social, and 
structural interventions; and  
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4. Mobilizing broader action within communities to help change community perceptions 
about HIV/AIDS, to motivate blacks to seek early HIV diagnosis and treatment, and to 
encourage healthy behaviors and community norms that prevent the spread of HIV.‖  
(Update to racial/ethnic disparities in diagnoses of HIV/AIDS—33 States, 2001–2005, 
2007, p. 3-4) 
However, to address the problem of HIV in the African American community, it is necessary to 
look beyond individual behaviors and typical community based interventions to address the 
social disparities that are fueling the epidemic.  Doherty et al., suggest ―policies concerning 
income support, education, and sentencing inequity and other criminal justice issues to foster 
long-term monogamous sexual relationships‖ (Doherty et al., 1999, p. 119).   Thomas et al., also 
advocate combining individual behavior modification and addressing the social issues that 
influence those behaviors.  This could include encouraging people to get tested and treated if 
possible but also modifying the attitudes and behaviors of healthcare providers towards those 
who are seeking care.  It also may include social programs designed to give people in the 
community ―opportunities and resources to care and advocate for one another (Thomas et al., 
1999, p. 1082).  Poundstone, et al asserts that social intervention to address community change is 
crucial to fight stigma and discrimination and to increase awareness of HIV (Poundstone et al., 
2004, p. 28). These are all huge undertakings that will involve undoing years of damage to race 
relations.    
It will be crucial for public health leaders to involve members of the African American 
community to develop culturally appropriate HIV prevention and testing programs.   African 
American religious, entertainment, media, civic, education, and business leaders are highly 
influential in their communities and are a valuable resource to aid not only in the development 
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and implementation of HIV prevention programs, but also in garnering community support and 
buy-in. (Fenton et al., 1997, p. 1704; Update to racial/ethnic disparities in diagnoses of 
HIV/AIDS—33 States, 2001–2005, 2007, p. 4).  It will also take a great deal of coordination and 
cooperation between federal, state, local, community based organizations, and community 
members to effectively fight this epidemic.  
 
Conclusion 
 HIV disparities in the African American population are caused by factors far more 
complex than individual behaviors alone.  Historical and modern day racism has created social 
phenomena that continue to fuel this epidemic.  Inequalities in employment, housing, and 
healthcare as well as high rates of illicit drug use and incarceration all work synergistically to 
cause this health disparity and effective HIV prevention initiatives will need to address these 
social issues in addition to behavioral interventions to be fully effective.  
 
References 
 
Adimora, A. A., & Shoenbach, V. J. (2002).  Contextual factors and the black-white disparity 
in heterosexual HIV transmission.  Epidemiology, 13(6),  707-712.  DOI: 
10.1097/01.EDE.0000024139.60291.08. 
Adimora, A. A., Schoenbach, V. J., & Doherty, I. A. (2006). HIV and African Americans in the 
Southern United States: Sexual networks and social context.  Sexually Transmitted 
Diseases, 33 (7) Supplement, S39-S45. DOI: 10.1097/01.olq.0000228298.07826.68. 
Ambroziak, J. & Levy, J. A. (1999).  Chapter 18:  Epidemiology, natural history, and 
The HIV Crisis in African Americans                                                                                                       22 
 
 
 
pathogenesis of HIV infection.  In Holmes, K. K., Sparling, P. F., Per-Anders, M., 
Lemon, S. M., Stamm, W. E., Piot, P, & Wasserheit J. N. (Eds.)  Sexually Transmitted 
Diseases, 3
rd
 Ed.  (pp. 251-258).  New York:  McGraw Hill.   
Aral, S. O.  (2002).  Understanding racial-ethnic and societal differentials in STI.  Sexually 
Transmitted Infections, 78, 2-4.   
Aral, S. O. (2007) Framework for understanding disparities.  Consultation to Address STD 
Disparities in African American Communities Meeting Report.  Centers for Disease 
Control and Prevention.   Retrieved February 4, 2010 from 
http://www.cdc.gov/std/general/STDHealthDisparitiesConsultationJune2007.pdf. 
BESAFE: A model for providing culturally appropriate care for healthcare professionals. 
(2007).  National Minority AIDS Education Training Center.   Retrieved December 13, 
2009, from http://www.nmaetc.org/resources/docs/besafe_20070323.pdf. 
Clutterbuck, D.  (2004).  Specialist trianing in sexually transmitted infections and HIV.  
Edinburgh:  Elsevier Mosby.   
DeNavas-Walt, C., Proctor, B.D. & Smith, J.C. (2009).  Income, poverty, and health insurance 
coverage in the United States:  2008.  Current Population Reports, P60-236.  U.S. 
Department of Commerce, Economics and Statistics Administration, U.S. Census 
Bureau.  Washington DC:  U.S. Government Printing Office.  Retrieved January 1, 2010 
from  http://www.census.gov/prod/2009pubs/p60-236.pdf.   
Disparities in HIV/AIDS, viral hepatitis, STDs, and TB.  (2009). Centers for Disease Control 
and Prevention.  Retrieved November 7, 2009 from 
http://www.cdc.gov/nchhstp/healthdisparities/.  
Doherty, I., Shoenbach, V., & Adimora, A. (1999). Sexual mixing patterns and heterosexual 
The HIV Crisis in African Americans                                                                                                       23 
 
 
 
HIV transmission among African Americans in the Southeastern United States. Journal 
of Acquired Immune Deficiency Syndromes , 52 (1), 114-120. 
Echenique, F. & Fryer, R. G., (2005).  On the measurement of segregation.  NBER Working 
Paper 11258.  National Bureau of Economic Research. Retrieved January 22, 2010 from 
http://www.nber.org/papers/w11258.   
Economic News Release, Table A-2.Employment status of the civilian population by race, sex, 
and age.  (2010). United States Department of Labor.  Bureau of Labor Statistics.  
Retrieved February 13, 2010 from http://www.bls.gov/news.release/empsit.t02.htm.   
Fee, E. & Krieger N. (1993).  Understanding AIDS: Historical interpretations and the limits of 
biomedical individualism.  American Journal of Public Health, 83(10), 1477-1486.   
Fenton, K. & Nicoll, A.  (1997) Race, ethnicity, and sexual health.  British Medical Journal, 314,  
1703-1704.   
Ford, C. L.,  Whetten, K. D., Hall, S. A., Kaufman, J. S., and Thrasher, A. D. (2007).  Black 
sexuality, social construction, and research targeting ‗the down low‘ (‗the DL‘).  Annals 
of Epidemiology, 17(3), 209-216.  doi:10.1016/j.annepidem.2006.09.006.   
Global HIV/AIDS timeline.  (2007).  The Henry J. Kaiser Family Foundation.  Retrieved 
January 8, 2010 from http://www.kff.org/hivaids/timeline/hivtimeline.cfm.   
Health disparities and trends in HIV/STD. (2004)  Epidemiology and Special Studies Unit, 
HIV/STD Prevention & Care Branch, Epidemiology Section, Division of Public Health, 
NC Department of Health and Human Services.   Retrieved November 2, 2009, from 
http://www.rabies.ncdhhs.gov/epi/hiv/pdf/HealthDisparities.pdf 
The HIV Crisis in African Americans                                                                                                       24 
 
 
 
Health disparities in HIV/AIDS, viral hepatitis, STDs, and TB:  African Americans.  (2009). 
Centers for Disease Control and Prevention.  Retrieved November 2, 2009 from 
http://www.cdc.gov/nchhstp/healthdisparities/AfricanAmericans.html.   
HIV/AIDS and African Americans.   (2007)  Centers for Disease Control and Prevention.  
Retrieved November 15, 2009 from http://www.cdc.gov/hiv/topics/aa/index.htm.   
HIV/AIDS among African Americans fact sheet. (2009) Centers for Disease Control and 
Prevention.  Retrieved December 12, 2009 from 
http://www.cdc.gov/hiv/topics/aa/resources/factsheets/aa.htm.   
HIV infection in minority populations. (2005, April 22).  National Instiute of Allergy and 
Infectious Diseases.  Retrieved December 13, 2009, from 
http://www.niaid.nih.gov/factsheets/Minor.htm.  
Hlaing, W. M. and McCoy, H. V.  (2008). Differences in HIV-related hospitalization among 
white, black, and Hispanic men and women of Florida.  Women & Health, 47(2), 1-18. 
DOI: 10.1080/03630240802092126 
Hogben, M. & Leichliter, J. S.  (2008). Social determinants and sexually transmitted  
disease disparities.  Sexually Transmitted Diseases, 35(12) Supplement, S13-S18.  DOI: 
10.1097/OLQ.0b013e31818d3cad. 
Iceland, J., Weinberg, D. H., and Steinmetz, E. (2002.)  Racial and ethnic residential 
segregation in the United States, 1980-2000.  Census 2000 Special Reports. U.S. 
Department of Commerce Economics and Statistics Administration U.S. Census Bureau.  
Retrieved January 22, 2010 from 
http://www.census.gov/hhes/www/housing/housing_patterns/pdf/censr-3.pdf.   
Jones, C. P.  (2001). Invited commentary: ―Race,‖ racism, and the practice of epidemiology. 
The HIV Crisis in African Americans                                                                                                       25 
 
 
 
American Journal of Epidemiology, 154(4), 299-304. 
Kloniff, E. A., & Landrine, H. (1999). Do blacks believe that HIV/AIDS is a conspriacy against 
them?  Preventive Medicine, 28, 451-457. 
National Minority AIDS Education and Training Center Website.  Retrieved December 13, 
2009, from http://www.nmaetc.org/.   
Parrish,  D. D., & Kent, C. K.  (2008).  Access to care issues for African American communities: 
Implications for STD disparities.  Sexually Transmitted Diseases, 35(12) Supplement, 
S19-S22. DOI: 10.1097/OLQ.0b013e31818f2ae1.     
Poundstone, K. E.,  Strathdee, S. A., & Celentano, D. D. (2004).  The social epidemiology of 
Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome.  Epidemiologic 
Reviews, 26, 22-35.  DOI: 10.1093/epirev/mxh005.   
Stanberry, L. R., & Bernstein, D. I.  (2000).  Sexually transmitted diseases:  vaccines, 
prevention and control.   San Diego, CA: Academic Press. 
Summary health statistics for U.S. adults: National health interview survey, 2008.  Provisional 
Report.  (2009). Vital and Health Statistics, Series 10, Number 242.  Hyattsville, MD:  
Centers for Disease Control and Prevention, National Center for Health Statistics.  
Retrieved January 3, 2010 from http://www.cdc.gov/nchs/data/series/sr_10/sr10_242.pdf.    
Thomas, J. C. & Sampson, L. A. (2005).  High rates of incarceration as a social force 
associated with community rates of sexually transmitted infection.  Journal of Infectious 
Diseases, 191(3) Supplement, S55-S60.  DOI: 10.1086/425278.   
Thomas, J. C. & Thomas, K. K. (1999).  Things ain't what they ought to be: social forces 
The HIV Crisis in African Americans                                                                                                       26 
 
 
 
underlying racial disparities in rates of sexually transmitted diseases in a rural North 
Carolina county.  Social Science and Medicine, 49(8), 1075-1084. DOI:  10.1016/S0277-
9536(99)00197-5.  
Update to racial/ethnic disparities in diagnoses of HIV/AIDS—33 States, 2001–2005.  (2007). 
Morbidity and Mortality Weekly Report.  Centers for Disease Control and Prevention, 
56(09), 189–193.  Retrieved January 1, 2010 from 
http://www.cdc.gov/hiv/resources/reports/mmwr/pdf/mm5609_update.pdf. 
Valentine, J. A. (2008). Impact of attitudes and beliefs regarding African American sexual 
behavior on STD prevention and control in African American communities: Unintended 
consequences.  Sexually Transmitted Diseases, 35(12) Supplement, S23-S29.  DOI: 
10.1097/OLQ.0b013e31818d3cc7.   
Wener, K. M. (2007.)  Pneumocystis carinii pneumonia.  Medline Plus.  National Library of 
Medicine and National Institutes of Health.  Retrieved January 8, 2010 from 
http://www.nlm.nih.gov/medlineplus/ency/article/000671.htm.   
Wolfe, W. A. (2003). Overlooked role of African American males' hypermasculinity in the 
epidemic of unintended pregnancies and HIV/AIDS cases with young African American 
women. Journal of the National Medical Association, 95(5), 846-852.   
 
 
